Introduction
STDs and travel: an ancient association Sexually transmitted diseases have been associated with travel, and indeed blamed on travellers (particularly foreigners) since they were first described. The history of syphilis in Europe illustrates this well. Within two or three years of its first description in Naples, the disease had apparently spread to virtually every corner of Europe, transported presumably not only by the returning mercenary army of King Charles VIII of France, but also by camp followers, traders, sailors, pilgrims and other mobile populations. The variety of names given to the new disease reflects the perception that it was introduced by foreign travellers. The French called it the "mal de Naples", the Italians the "morbus gallicus" (French disease), the English called it the "French pox", and so on. ' The study of, and clinical services for sexually transmitted diseases (STDs) were for many years the province of military and naval doctors, reflecting the high incidence of these diseases among mobile male populations; but the unique role of the armed forces in the dissemination of STDs has now been eclipsed by the extraordinary increase in international travel by civil populations in the past 50 years. Tourism is now the world's biggest industry. In 1993, UK residents made 36 million visits to foreign countries, and 19 million foreigners visited this country. Thirty million UK citizens visited Western Europe, three million North America and three million the rest of the world, including some 700 000 to subSaharan Africa.2 Although the vast majority of international travellers are holiday makers, the UN High Commission for Refugees estimates that there are at least 20 million refugees in the world who have fled from their countries of origin, and the International Labour Organisation states that there are some 30 million migrant workers3; the role played by such longer-term travellers in the transmission of STDs may be disproportionately large.
The incidence and prevalence of many STDs varies greatly from one country to another, reflecting demographic, socioeconomic and cultural differences, and variation in the accessibility of effective treatment and of condoms. For example, the incidence of gonorrhoea in many European countries is now well below 100 per 100 000 total population per year, whereas the incidence in certain African countries is believed to be over 5000 per 100 000. The institution of migrant labour has been present for much longer in Southern Africa, and is practised on a greater scale. In 1986, there were over three million male workers officially registered as migrants in South Africa.'8 These workers were mostly from the "independent homelands", but more than 350 000 were from other countries in southern Africa; moreover, it was estimated at the time that there were, in addition to registered workers, some 150 000 unregistered work-seekers from Mozambique in South Africa. Until the recent political changes, these men were not permitted to bring their families to live with them at their place of work. Now, although it is no longer illegal, most cannot afford it, and continue to live in single-sex hostels which may house several thousand single men.
This system of migrant labour has brought handsome profits for the industries of South Africa, but has fuelled a disastrous epidemic of STDs including, in the past decade, HIV infection. In 1949 Kark observed the prevalence of syphilis in antenatal clinics in South Africa to be between 20 years selected at random from the community. Although 37% of men in both groups reported no sexual activity in the past three months, there was a high prevalence of STD related symptoms; 12% of male OP clinic attenders complained of dysuria, genital discharge, ulcer or rash, inguinal adenopathy or painful/ swollen scrotum, and 28% of men in the community. However, in many cases these complaints were not substantiated on examination.
A first void urine sample from male subjects was screened using a leucocyte esterase dipstick (LED). A urethral swab for Gram stain was taken from all subjects with a positive LED, or with symptoms of dysuria or urethral discharge. Between 1 and 2% of men in each group were found to have gonorrhoea, and approximately 3% had urethritis. The majority of cases of urethritis were asymptomatic. Three percent of women were found to have cervical gonorrhoea on Gram stain, and 2% serological syphilis (RPR and TPHA+).
The prevalence of STDs found in this refugee population, and the poor correlation between symptoms and confirmed infections, was similar to that found in the rural population of the neighbouring Mwanza region of Tanzania.28 29 The prevalence of reported lifetime STD symptoms was also similar, with 12% of women and 13-14% of men reporting ever having had a genital discharge. The extremely high prevalence of current symptoms among men may be due in part to poor genital hygiene in the camps (balanitis was frequently observed on examination), or may result from the extreme psychological stress endured by these men.
HIV serology was not performed in this study, because of the great political sensitivity of this subject, particularly where refugees are concerned. Although the prevalence of treatable STDs was similar among refugees and the surrounding population, large movements of people such as the Rwandan exodus may have important implications for antimicrobial sensitivity patterns of sexually transmitted pathogens. In particular, quinolone resistant strains of Neisseria gonorrhoeae, which have not been previously reported in Tanzania,3" are prevalent in Rwanda."
STD control in mobile populations
The control of STDs in mobile populations such as those described above represents a difficult challenge. Although an improvement in socioeconomic conditions might be the most effective intervention in developing countries, this will be difficult to achieve, and is in the hands of politicians and economists rather than the medical professions for whom this article is intended. Possible biomedical interventions include health education, condom promotion, provision of improved services for STD treatment and STD screening and treatment programmes, for example among antenatal clinic attenders.
Health education can be effective in travellers from developed countries. This was convincingly demonstrated by the educational campaign conducted by the American Peace Corps.3 Volunteers (338) who served in Zaire between 1985 and 1988 were enrolled in the study. All received a period of intensive training and counselling before being posted, and no seroconversions to HIV or hepatitis B were observed after a total of 7776 person-months of service. During the study period the incidence of STDs among Peace Corps volunteers in Africa fell from 131 to 68 per 1000 study population per year.
In migrant populations in Africa health education alone may be less effective. For example, it is not helpful to tell the prostitutes in Abidjan described above that their lifestyle is injurious to their health, since many of them know this already, but have no other means of survival. In marginalised groups such as prostitutes and refugees, who often have no access to effective treatment for STDs, provision of such services should be the main priority; simple syndromic management, provided through rural health centres and dispensaries, has been shown to reduce HIV incidence significantly in Tanzania.25 However, good curative services alone will not control the AIDS epidemic. Many mine hospitals in South Africa provide excellent STD treatment, but do not attempt to treat contacts, to educate miners about safe sex or to provide condoms; as a consequence, the HIV epidemic continues unabated.
Attempts to control AIDS through the deportation of foreign migrants are doomed to failure, particularly in Africa, where international borders offer little obstacle to would-be immigrants. This 
